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Expenses on Books or Federal Tax Return Not on Cost Report - Lines 234 & 235 - Itemize each expense
reflected in the books or federal tax return and not included in the cost report. These expenses should
be recorded in the appropriate column under books and/or federal tax return as an offset to the totai
expense in that column. Use an additional schedule i necessary to list expenses.

Expenses on Cost Report Not on Books or Federal Tax Return - Lines 237 & 238 - ltemize the expense
reflected in the cost repert but not in the total from the books or tax return. These items should be offset
to the total expense in Cclumn 3 - Cost Report. Use an additional schedule if necessary.

Totals - Line 240 - The differences between the totals per lines 231 (books), 232 (federal tax retumn) and 233
(cost repcrt) less the negative adjustments in lines 234 - 238 in each of the three columns shall be
entered cr line 240. The acjusted totals per the becks, federal tax return and cost report shall agree
after the apglicatle cffsets (0 the tctal expenses reported.

Nursing Facilities Attached to Hospitals: A nursing faciity that is attached or associated with a haspital
and shares expenditures shail submit the cost report (MS-2004), census sheets (AU-3902), and the
foilowing Medicare schedules: W/S A, A-§, A-8, B Part| and B-1. Also include the working trial balance
that incluces bcth the hospital and the long-term unit.

A “step-down process® will be run using the statistical information from W/S B-1 and the net expenses
for cost allccation from Ceolumn 0 on W/S B Part 1. This will provide the indirect long-term care unit
costs. Based on the long term care cost to net expense ratio, each department cost will be allocated
to the appropriate line of the cost report. The total cost reported on the cost repert should equal the
long-term care tctal, Column 25, on W/S B Part 1.

Working Trial Balance: The werking trial balance shouid reflect how the costs on the books are reported
on the Nursing Faciiity Financial and Statistical Report. This detailed reconciliation also applies to
providers wino use a different fiscal year end for IRS but are reporting on the required calendar year end,
beginning in 1591, for Mecicaid rate setting purposes.

SCHEDULE C - STATEMENT OF OWNERS AND RELATED PARTIES

General: List all owners of the provider entity with 5% or mare ownership interest and ail related partles
(KAR 30-10-24). Fiil out Schecdule C compietely and accurately. Attach an additional schedule if more
explanaticn ¢r space is needed. Providers shail base all allocaticns on reasonable factual information
and make the information available on request. Such information shall include details of dates, hcurs
worked, nature cf werk perfcrmed, how it relates to resident care and the prevailing wage rates for such
activities.

ENTER - Name, Social Security Number and Acddress
Column (1) - % of ownership (ff applicable) or state the relationship to owner
Column (2) - % of time devctec 0 this facility per customary workweek

Column (3) - Total salaries, drawings, consuiting fees, and other payments to owners and related parties
as defined in KAR 30-10-1a and KAR 30-10-24.
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Column (4) - Ust the titles, functions or descriptions of the jobs performed or transactons made with all
owners and related parties. The job titles should correspond with those Included In the Owner/Related
Farty Salary Chart prepared by SRS (please refer to KAR 30-10-24).

Column (§) - Enter the distribution by cost report line item of the total compensation incurred for all job
functions. Owner/reiated party compensation shall be reported on the owner comgzensation expense
line (107, 128, 143, 165, 172 and 202) in Schedule A

Totais - The total compensation in Column 3 and Column 5 should agree. These two totals should also
agree with the total of lines 107, 128, 143, 1€5, 172 and 202 Schedule A.

SCHEDULE D - STATEMENT RELATED TO INTEREST ON ALL
BONDS, LOANS, NOTES, AND MORTGAGES PAYABLE

Note: Please submit copies of loan agreements and amortization schedules with this cost report for all
loans of $5,000 or more. Failure to decument interest expense is cause for disallowance. (KAR 30-10-
18b). Scheduies need to be submitted for related party lcans showing the interest paid, check numbers
and dates.

Column (1) - Enter the original date and duration of the loan in months.

Column (2) - Enter the interest rate. If it is a variable rate, provide the range of the interest rates for the
cost report period.

Column (3) - Enter the amcunt of the loan.

Column (4) - Enter the unpzid principal balance at the end of the cast report pericd. The total of Column
4, Line 311, must agree with the Balance Sheet, Schecule E.

Column (5) - Enter the total amount of interest and grincipal payments made during the cost report year.

Column (8) - Enter the tetal amount of interest incurred during the cost report year. The total of Column
6, Line 311 must agree with the total interest reported ¢on Schedule A, Lines 115 and 191.

Lines 301 - 306 - Enter each lender's name, address and the items financed. Place a check in the
appropriate box for interest expense reported on line 115 or line 191 of Schedule A. if interest expense
on a loan is pro-rated to both lines, show the breakdown.

Line 311 - Enter the tctals of Cclumn 4 - Unpaid Balance and Coiumn 6 - interest Expense, for Lines 301-
306 as reported on lines 115 and 191 in Schedule A

SCHEDULE E - BALANCE SHEET

General: The balance sheet should be prepared from the books of the specific facility for which the cost
report is filed. In other words, chain units should report only those balance sheet accounts that reiate
o the panicular facility for which the cost report applies. Subject to the above, the balance sheet must
be prepared in conformity with Generally Accepted Accounting Principies. Report al ownership claims
that are customarily used by ycur particular type of entity. A partial listing of these accounts by type of
entity follows:

lnstructions
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Individual Proprietor . ... ... e e e i e Owner's Capital
Ve o1 oY o1« O ... Partner's Capital Accounts
Not-For-Profit Entitles .. ... ... . . i ittt iaieenaaaacaannnnnas Fund Balancs
107y o] £ ¢ o Commen Stock, Addtitional Paid In

Capital, Retained Eamings
ChainUnit = AllChain Units . ........ ... ... iiiiiinnaronn Central or Home Qffice Account

(regardless of type of ownership)

NOTE: Beginning of pericd account balanczs shall be reported for provicers aflowed to submit projected
cost reports.

Lines 355, 356, 357, & 373 - |f the amourt reported exceeds $10,000, attach a schedule showing the
details.

SCHEDULE F - RECONCILIATION OF BEGINNING
AND ENDING RESIDUAL BALANCES

General: This schedule explains the change in owner’s equity -or the fund balance from the beginning to
the end of the cost reporting period.

Beginning Balance

Line 401 - Enter the beginning cwner's equity or fund balance. This Is the total of Column 2 lines 377-379
In the Balance Shest, Schegule E.

increase to Owner's Equity or Fund Balance
Line 402 - Enter total revenue from Schedule G, Column 1, Line 449.
Line 403 - Enter the total of cash or other assets transferred or contributed by the owners. -
Line 404 - Enter the total ¢f cash or other assets transferred or ceontributed by the central office.
Line 405 - Enter the proceeds from the sale of common stock.

Line 406 & 407 - Enter and specify all other transactions which increase the residual owner equity or fund
balance accounts.

Line 408 - Enter the total of Lines 402-407.
Decreases to Owner’'s Equity or Fund Balance
Line 411 - Enter the total expenses per Schedule A, Column 2, Line 215,

Line 412 - Enter total of cash or other assets withdrawn by the owners but not reported Iin the Expense
Statement, Schedule A

Line 413 - Enter totai cash or other assets withdrawn by the central offic.

Line 414 - Enter the total of duly declared dividends paid to stockholiders.

instructions
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Line 415 - Enter the depreciation expense In excess of the straight lme method unless reflected as a
negative adjustment in Schedul2 A, Line 194, Column 3.

Line 416 & 417 - Enter and specify all other transactions which decrease the residual owner equity or fund
balance accounts.

Line 418 - Enter the tctals of Lines 411417
Ending Balance

Line 419 - Enter the net of adding lines 401 and 408 and subtracting line 418. The balance at the end of
the pericd (line 419) shcuid eqgual the total of Column 4, lines 377-379 in the Balance Sheet,
Schedule E.
SCHEDULE G - REVENUE STATEMENT

Coiumn 1 - Enter the revenues fro.n the general ledger accounts on the appropriate lines. Revenues from
services not designated on this schedule must be identified and reported on lines 447 and 448. The
amount of the total revenue entered on line 449, Column 1 must also be entered on line 402, Beginning
and Ending Residual Balances Reconciliation, Schedule F.

Column 2 - Enter the amount of the offset to the apprdpriate expense accounts. Note the Following: The
amount of the offset shauld be the cost of reimbursable expenses. Non-reimbursabie items (l.e., Beauty
& Barber, Vending) are offset at cost.

Column 3 - Enter the line number of the expense reported on the Expense Statement, Schedule A, against
which the offset has been made. The amount of the offset must be entered in Column 3, Provider
Adjustments, on the Expense Statement, Schedule A

Line 437 - Routine Nursing supplies sold to private pay residents.

(1) There is no offset required for rcutine items covered under KAR 30-10-15a that are scid to ﬁrivate
pay residents; and

(2) None of the items covered under KAR 30-10-15a can be sold to Medicaid residents.

Line 440 - Fesident Purchases/Non Routine items Scold - Enter the total cf all reimbursements for personai
purchases not designated as routine items in KAR 30-10-15a.

Line 446 - Cay Care/Treatment Income - Enter total revenue from all sources for day care, day treatment
and respite care programs.

SCHEDULE H - STATEMENT OF RELATED ADULT CARE HOME INFORMATION
General: All Kansas facilities operated by common ownership or related parties shall be listed. Common

ownership and related parties are defined in KAR 30-10-1a. Additional schedules shall be attached as
necessary.

Instructions
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SCHEDULE | - FIXED ASSETS, DEPRECIATION
AND AMORTIZATION QUESTIONNAIRE

General: Each question shall be answered comgietely and accurately.
Lines 482-489 - Complex Capital Structures:

Attach a complete expianation of the ownership/management structure of the nursing facility
Including owners with 5% or more interest in the property and/or business, related parties as
defined in KAR 30-10-1a, and all relevant contracts, leasas, and assignments. This informaticn
must be accurate and comprehensive encugh to present a true and clear account of the
ownership and control of the aduit care home. '

Line 491 - If the facility is leased, a copy of the original lease agreement and subsequent amendments
and/ar agreements shall be submitted and on file with the agency. A provider making payments under
Industriaj Revenue Bonds with a nominal purchase upon maturity shall report the ¢ost of ownershis
versus lease expense.

Line 494 - A new provider which purchases a facility shall submit a copy of the loan agreement(s), and any
cther pertinent information concerning the transaction.

Line 495 - Submit a copy of the detailed depreciation schedule with the cost report. Each asset shall be
listed with the cost, date of purchase, life, salvage value, accumulated depreciation expense and current
depreciation expense. Depreciation must be computed using the STRAIGHT LUUNE method. If the
provider has filed a detailed depreciation schedule with the agency, an annual submission of addition and
deleticn schedules and a summary of depreciation expense is permissible.

SCHEDULE J - EMPLOYEE TURN OVER REPORT

Column 2 - Show the total number of employees at the beginning cf the cost report period for each
classification.

Column 3 - Show the total number of employees hired during the cost report period for each classification.

Column 4 - Show the total number of employees who ended employment during the cost report period for
each classification.

Column 5 - Show the total number of employees at the end of the cost report pericd for each salary
classification.

Column 6 - From the total number of employees listed in czlumn S, show how many are full-time and how
many are part-time.

The number of employees listed in column 2, pius the number of employees listed in Column 3, less
the number of employees reflected in Column 4, should equal Column 5. Please explain any
discrepancy. The W-2's are an excellent source of informatian fcr the calendar year end cost report.

Instructions
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ATTENTION . .

Pleass maks surs that all required documents are submitted with the cost reports. Review the list of
questions fcllowing Schedule J In the Cost Report

DECLARATION STATEMENT

Declaration by Owner; Partner; or Officer of the Corporation, City or County which Is the Provider:

The cost report Is not considered complete unless signed by an owner ar authorized agent of the facility
and/cr business and the preparer. If the facility/business owner and the preparer are the same
Individual, please sign both spaces. Print the names of the owner/authorized agent and preparer in the
space provided. PLEASE READ DECLARATIOMN STATEMENT.

instructdons
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30-10-17 (24)
State of Xansas ' MS-2004
Cepartment of sam and R.ﬂ::mum Services REV. 1233

NURSING FACILITY FINANCIAL AND STATISTICAL REPORT

SEND TOQ: AGENCY USE ONLY

KANSAS CEFT CF SOCIAL & REHABILITATICN SESVICES a2
NURSING FACILITY REIMBURSEMENT
INCSME SUPPCRT/MEDICAL SERVICES COMMISSICN, 6TH FLOCR @9
CCCKING STATE CFFICE BUILDING
918 S.W. HARRISCN ©.6)
TCPEKA, KANSAS 65612-1570

INSTRUCTICNS AND REGULATICNS ARE AN INTEGRAL PART OF THIS REFCRT. YCU MUST READ THEM BEFCRE CCMPLETING. |

PROVICER 10 NUM3ER 11. EMPLOYES'S FEDERAL ID NUMBER
4 ‘ i

12. PRCVIDER NAME (THE PERSCN OR BUSINESS CRGANIZATICN RESPCNSIBLE FcR | 13. FACILTY NAME
MEETING RECUIREN ENTS, PROVICING SERVICES AND RECSIVING PAYMENTS.)

14. & 15, FACIUTY ADORESS (STREZT, CTY, STATE. ZP) s

18. ACMINISTRATCRS NAME 17. PHCNE NUMBER 18. REPORT PERICO 19. FISCAL YEAR END :
( ) / /4 T [ [/ / / ;
CHECX ONLY ONE 21. EQSTING FACILITY HISTCRICAL) 2 NEW PRCVIDER (PROJECTED)
3. NEW FACILITY (PRCJECTED) 24. HISTORICAL R/Y SAME AS PROQJECTED PERICD
- 2. HISTCRICAL F/Y CVERLARPS PRCJECTICN PERICD
- CHECX ONLY CNE 26. SCLE PRCFPRIETCRSHIP 7. PARTNERSHIP 28. CTRPCRATICN-PRCFTT
29. CTRPCRATICN-NCN PRCFIT 30. CTY CWNED 31. CTUNTY CWNED

32, CTHER (SPECIFY)

FACIUTY BEDS l (1) BEG CF PERICD (2) INCREASE (DECA) (3) DATE CF CHANGE (4) END OF PERICD

41. NURSING FACILITY (NF) X

ln

tz. NF-MENTAL HEALTH

| 44, OTHER

4S. TOTAL UCENSED BEDS

48. TOTAL BED DAYS

48, TOTAL RESIDENT DAYS (ALL RESIDENTS FRCM AU-3902) 4)

48a. TOTAL MEDICAID DAYS =

48b. TOTAL MEDICARE DAYS

1. IF PRCVIDER IS A CCRPORATION, IS IT A PUBLICLY HELD CCRPORATICN? [] ves [ ~o

IF YES. ATTACH A CCPY OF THE ANNUAL RE2QRT TO STOCCKHOLDERS AND A FORM 10-K.

=2 DOES THE FACILTY HAVE MEDICARE CERTIFIED BEDS? O vesOd w~no
3. IS THIS FACIUTY (piease chack one): [] HOSPTALBASEDLTC [[] FREE-STANDING NF
s torm Supersedes Form 04, Rav. 1292, Page 1 of 18
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30-10-17 (25) MS-2004

CO NOT CROSS OUT OR RETITLE LINES

CO NOT INCLUDE MORE THAN ONE AMCUNT PSR LINE

PROVIDER NUMBER

SDULE A

EXPENSE STATEMENT

ACMINISTRATION
CTOST CENTER

UN#

TCTAL
ANNUAL
HCURS
PAID
(1)

PER BOOKS

OR FEDERAL

TAX RETURN
2

PRCVIDER
ADJUSTMENTS
3

RESIDENT
RELATED
EXPENSES

{AGENCY USE)

(AGENCY USE)

SRS
ABJUSTMENTS

ADJ RES REL
EXPENSES

(4) (5) (6)

SALARY - ACMINISTRATCR

101

SALARY - CO ADMINISTRATCOR

1c2

CTHER ACMINISTRATIVE
SALARIES

ic3

ZMPLCYEE 3ENEFTS

104

CFFICE SUPPUES &
PRINTING

108

MANAGEMENT
CONSULTANT FEES

106

CWNER/RELATED
PARTY CCMPENSATICN -
SCHEZULEC

A ATICN OF CENTRAL
CFriCE CTSTS
(SEZ INSTRUCTIONS)

108

PHCNE & OTHER
CTMMUNICATICN

109

TRAVEL

110

ACVERTISING

11

_CENSES & QUES

112

LECGAL ACCCUNTING, & OP

113

INSURANCE (EXCEPT UFT)

114

INTEREST
[EXCEPT RE LOANS)

118

ZTHER (PLEASE SPECIFY)

117

OTHER (PLEASE SPECIFY)

118

TOTAL
ADMINISTRATION
COST CENTER

120

JUN ¢ 6 2001
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30-10-17 (26)  Mszo

DO NOT CROSS OUT OR RETITLE UNES PROVIDER NUMBER

DO NOT INCLUDE MORE THAN ONE AMCUNT PER LINE.

SCHEDULE A EXPENSE STATEMENT .

TOTAL (AGENCY USE) |(AGENCY USE:
ANNUAL PER BCOKS RESIDENT
HOURS OR FEDERAL PRCVIDER RELATED SRS ADJ RES REL
PLANT OPERATING PAID TAXRETURN | ADUUSTMENTS | EXPENSES | ADJUSTMENTS | £xpenses
COST CENTER LN# (m 2) @ {4) (s )
REAL & PERSONAL =
PROPERTY TAX 121
SALARIES 128
EMPLOYEE BENEFTTS 127 -
OWNER/RELEATED
PARTY COMPENSATION .
SCHEDULE C 128
UTIUTIES (EXCEPT PHONE) | 129 i
MAINTENANCE & REPAIRS 130
SUPPUES 131
SMALL ECUIPMENT -
(SEZ INSTRUGTIONS) 137
OTHER (PLEASE SPECIFY) 138
TOTAL PLANT
OPERATING
COST CENTER 139
J UN Page J of 18
Approval Date Effective Date | / ! / ?S‘ Supersedes TN#MS-92-32
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30-10-17 (27) Ms-2004
DO NOT CROSS OUT OR RETITLE UNES PROVIDER NUMBER
DO NOT INCLUDE MORE THAN ONE AMCUNT PER UNE.
SDULE A EXPENSE STATEMENT R
TCTAL (AGENCY USE) | (AGENCY USZ:
ANNUAL PER BOOKS RESICENT
HCURS OR FEDERAL PRCVICER RELATED SRS ADJ RES REL
ROOM & BOARD PAID TAXRETURN | ADJUSTMENTS EXPENSES ADJUSTMENTS E(PENSES
COST CENTER LN# 1 (2 (3 (4) (5) (6

EMPLOYES BENEFTTS 141 '

DIETARY:
SALARIES 142

T OWNER/RELATED PARTY
S COMPENSATICN- _ R
SCHEDULE C 143 . Cain
DIETARY CONSULTANT oo .
FCOD 145
SUPPLES 146 .
OTHER (PLEASE SPECIFY) 148
JNDRY & LINEN:

SALARIES 149
LINEN & BEDDING
MATERIAL 150
SUPPUES 151
OTHER (PLEASE SPECIFY) 153

HOQUSEKEEPING:
SALARIES 154
SUPFLES 155
OTHER (PLEASE SPECIFY) 158
TOTAL ROOM & BOARD
COST CENTER _ 159

Page 4 of 16
TN#MS-94-02 Approval DateJ Effective Date ’/ l / q Supersedes TN#MS-92-32



KANSAS MEDICAID STATE PLAN Attachment 4.19D

TN#MS-94-02

Approval Da

JUN ¢'6 2001

Effective Date |/1/4

B - ) _ Part I
L Exhibit A-5
. Page 28
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T 0O NOT CROSS CUT OR RETITLE UNES PAOVIDER NUMBER
DO NOT INCLUDE MORE THAN ONE AMOUNT PER UNE
SCHEDULE A EXPENSE STATEMENT
TOTAL (AGENCY USE) | (AGENCY USE;
ANNUAL PER BCOKS RESIDENT
HCURS OR FECERAL PRCVIDER RELATED SRS ADJ RES REL
HEALTH CARE PAID TAX RETURN ADJUSTMENTS EXPENSES ADJUSTMENTS EXPENSES
CQOST CENTER IN# (1) (2) (3} (4) (5) €)
NURSING:
REGISTERED NURSE (RN) 161
JCENSED PRACTICAL NURSE | 162a
JCENSED MENTAL HEALTH
TECH 1625
NURSE AIDES 163a
MEDICATION AICES 162b
RESTORATIVE/REHAB AIDES | 163¢
SMPLOYEZ BENEFTTS 164 . ,
CWNER/RELATED PARTY
CCMP-SCHEDULE C 1€E
NURSING CSNSULTANTS 166
PURCHASED SERVICES 167
NURSING SUPPLES 168
OTHER (PLEASE SPECIFY) | 170
OTHER PATIENT SERV: i
PHY. THERAPIST SALARY 1712
CCC. THERAPIST SALARY  [171B
SPESCH THERAPIST SALARY | 171¢
RESPIRATORY THRP SALARY |171d
PSYCH. THERAPIST SALARY |171e
REC. THERAPIST SALARY 171
CWNER/RELATED PARTY
COMP-SCHEDULEC 172
RESICENT ACTIVITIES SALARY| 173a )
SCCIAL WCRKER SALARY 173b
MEDICAL RECORDS SALARIES| 173¢
OTHER HC SALARIES (speciFm) | 173d
RES ACT SUPPLIES 174 |
Page S of 18
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30-10-17 (29) Ms-2004
DO NOT CROSS OUT OR RETITLE UNES PROVIDER NUMBER
DO NOT INCLUDE MORE THAN ONE AMOUNT PER LINE.
IDULE A EXPENSE STATEMENT .
- TOTAL (AGENCY USE) | (AGENCY USE;
ANNUAL PER BCOKS RESIDENT
HCURS CR FEDERAL PRCVICER RELATED SRS ADJ RES REL
HEALTH CARE PAID TAX RETURN | ADJUSTMENTS EXPENSES ABJUSTMENTS EXPENSES
COST CENTER LN# m (2) (3 (4) (S) {6)
OTHER PATIENT SERV:TONT) :
OCCU. THERAPY - CONSULT | 175
MEDICAL RECORDS-CONSULT] 176
PHARMACIST - CONSULTANT | 177 "

SPEZTH THERAPY-CONSULT

178

PHYSICAL THER- CONSULT

CONSULTANT

NURSE AIDE TRAINING

OTHER HEALTH CARE TRAIN.

RESICENT TRANSPORT

QOTHER (PLEASE SPECIFY)

QTHER (PLEASE SPECIFY)

TOTAL- HEALTHCARE
COST CENTER

189

TOTAL- RATE
FORMULA COSTS

180

OWNERSHIP
COST CENTER

INTEREST - REAL ESTATE

191

RENT/LEASE EXPENSE

192

AMCRTIZED LEASEHCLD
IMPRCVEMENT

193

CESSECIATICN EXPENSE

194

TOTAL OWNERSHIP
COST CENTER

195

Page 8 of 18 /
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30-10~-17 (30) MS-2004
0O NOT CROSS OUT CR RETITLE UINES PROVIOER NUMBER
P CO NOT INCLUOE MORE THAN ONE AMCUNT PER UNE.
SCHEDULE A EXPENSE STATEMENT
CTAL (AGENCY USE) | (AGENCY USE®)
ANNUAL PER BOOKS RESIDENT
NON-REIMBURSABLE & HCURS OR FEDERAL PRCVIDER RELATED SRS ADJ RES REL
NCN-RESIDENT RELATED PAID TAX RETURN | ADJUSTMENTS EXPENSES ACJUSTMENTS E(PENSES
EXPENSE [TEMS LN# (1) {2) 3) @ (s) ®)
BAD DE3TS 200 o » 0
PRCOVISICN FCR
INCOME TAXES 201 0
NGN WCRKING
CWNERS/OFFICERS-SCHC | 202 0
DONATIONS 203 o
FUND RAISING/PROMO & e R
NCN REIMB. ADVERTISING 204 REREE. . 0
UFE INSURANCE ~ :
OWNERS/OFFICERS 205 o
OXYGEN PURCHASES &
SUPPUES 206 0
ORUGS - PHARMAGELTICALS | 207 .
VENCING MACHINES 2c8 0
2CARD CF CIRECTORS EXP | 209 0
RESIDENT PURCHASES 210 0
BARBER/BEAUTY SHCP 211 - o
CTHER (PLEASE SPECIFY) 212 0
OTHER (PLEASE SPECIFY) 213 0
TQOTAL NCN-REIMBURSABLE | 214
0
) TOTAL 218

ATTACH A DETAILED DEPREZIATION SCHEDULE AND THE DETAILED WORKING TRIAL BALANCE USED TO
PREPARE THIS COST REPORT

JUN c 6 2001 Page 7ot 10(7 Iq
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30-10-17 (31) 32004

SCHEDULE B

EXPENSE RECONCILIATION

PROVIDER NUMBEF

(1) BCCKS

.(2) FED TAX RETURN

@) COST REPORT

TOTAL E(PENSES PER 8CCKS

TOTAL EXPENSES PER FECERAL TAX RETURN

TCTAL SXPENSES PER CCST REPCRT (LUNE 215, CCLUMN 2)

EXPENSES CM SCCKS CR FECERAL TAX RET NOT CN COST RE?

SPECIFY

SPETIFY

EXPENSES CN COST REFCRT NCT ON BCCKS OR FEDERAL TAX RETURN

SPECIFY

SPECIFY

TOTAL (SHCULD BE ECUAL)

SCHEDULEC

STATEMENT OF OWNERS AND RELATED PARTIES

UST ALL OWNERS CF PRCVIDERS WITH 5% CWNERSHIP INTEREST & ALL RELATED PARTIES. IF ANY OQWNERS ARE QTHER THAN INDMOU-
A' ~ SEAD AND FCLLCW INSTRUCTICNS CAREFULLY CONCZSNING RETUIREMENTS FOR COMPLEX CARITAL STRUCTURES. ALSO SUMMA-
"HE AMCUNT ANC NATURE CF TRANSACTICNS WITH ALL CWNERS & RELATED PARTIES. FCR DEFINITIONS SES KAR 20-10-1a ANC 30-

e

NAME, SSN, ACCRESS (CTY &S

(1)

% CWNER-
SHIP

(2}

% TIME
DEVCTED

TCTAL AMT
INCURRES

Q)

(4)

TITLE, FUNCTICN CR
DESCRIPTICN - TRANSACTICN

(8)
DISTRIEUTICN

AMCUNT | UNE #

TOTALS (SHCULD BE ECUAL)

CALCULATIONS MUST ECUAL THE QWNER/RELATED PARTY UNES OF 107, 128, 143, 165, 172, & 202.

IN$MS-94-02

JUN 06 2001

Approval Date

Page 8 of 18
Effective Date __)/_llikt
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KANSAS MEDICAID STATE PLAN

Attachment 4.19D

Part I

Exhibit A-5
Page 32

30-10~

17 (32) M3-2004

SCHEDULE D

ON ALL BONDS, LOANS, NOTES AND MORTGAGES PAYABLE

STATEMENT RELATED TC INTEREST

PROVIDER NUMBER

LN#

01

LENCER'S NAME & ADDRESS:

[TEMS FINANCED:

Regonea Cn:
Line 1150 Une 1910

(1) ORIGINAL DATE {3) ORIGINAL _ 1] (5) TOTAL ANNUAL
AND DURATION | (2) INTEREST RATE LOAN AMCUNT |(4) UNPAIC BALANCE PAYMENTS {6) INTEREST EXPENSE
302 | LENCERS NAME & ADCRESS:
ITEMS FINANCED: proned Cr: ]
Line 11SQ Une 1910
(1) CRIGINAL DATE (3) CRIGINAL _| & ToTAL annuaL
AND DURATICN | (2} INTEREST RATE LOAN AMCUNT |(4) UNPAID BALANCZ PAYMENTS (6) INTEREST EXPENSE
.. 303
LENCER'S NAME & ADDRESS:
Reponieq Tn:
ITEMS FINANCED: . Une 1150 Une 181 T
(1) ORIGINAL DATE (3) ORIGINAL {5) TOTAL ANNUAL
AND CURATICN (2} INTEREST RATE LOAN AMCUNT | (4) UNPAID BALANCE|™ " payMENTS (6) INTEREST EXPENSE
304 1 | cNDER'S NAME & ADDRESS:
regortea Cn:
TEMS FINANCED: Lne 115 Une 151
(1) CRIGINAL DATE (3) CRIGINAL _1(s) TOTAL ANNUAL
ANO CURATICN | (2) INTEREST RATE LOAN AMOUNT |(4) UNPAID BALANCE | payMENTS (6) INTEREST DXPPENSE
305 | | eNDER'S NAME & ADDRESS:
" Repcriea Cn:
TEMS FINANCZD: Line 1150 Line 1911
{1) ORIGINAL DATE (3) CRIGINAL (5) TOTAL ANNUAL
AND DURATICN  {(2) INTEREST RATE LOAN AMCUNT |(4) UNPAID BALANCE PAYMENTS {6) INTEREST EXPENSS
306 | LENDERS NAME & ADDRESS:
- Feportsa QOn:
[TEMS FINANCED: Une 11671 Une 191
(1) CRIGINAL DATE (3) ORIGINAL (5) TOTAL ANNUAL
AND OURATICN | (2) INTEREST RATE LOAN AMCUNT] (4) UNPAID BALANCE PAYMENTS (6) INTEREST EXPENSE

3n

TOTALS:
Line 115

Line 191

TOTAL QF COLUMN 6 MUST AGREE WITH THE SUM OF UNES 115 & 191, ENTRIES IN COLUMN 4 MUST AGREE WITH THE BALANCE SHEZT.
ATTACH A COPY OF LOAN AGREEMENTS AND AMCRTIZATION SCHEDULES FOR ALL LOANS OF $5,000 CR MORE IF NOT ALREADY
SUBMITTED.

TN#MS-94-02

Page 3 ot 18

Supersedes

TN#MS-92-32
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KANSAS MEDICAID STATE PLAN Attachment 4.19D
Part I
. ibi -
. ' age g‘g A=5
30-10-17 (33) MS-2004

PROVIDER NUMBER

~. SCHEDULE E BALANCE SHEET

BALANCE SHEET SHALL REFLECT THE ASSET, UABILITY AND RESIDUAL ACCOUNTS OF THIS FACILITY ONLY

BEGINNING OF PERIOD END OF PERIOD
ASSETS LN # 1 ] 3 @)
CASH ast
ACCOUNTS RECEIVABLE 3s2 .
LESS: ALLOWANCE FOR DOUSTFUL ACCT | 353 ( ) ( )
INVENTORIES & SUPPLIES 354 .:1;:;,,-._‘_‘:; N

* ALL LOANS TO CFFCERS, OWNERS, .
AND RELATED PARTIES aes] i L

ALL ASSETS NOT REL-PATIENT CARE L I -
“ASSETS HELD FOR INVESTMENT as7| -

NURSING HOME PLANT & EQUIPMENT?

BUILDING asa
LESS: ACCUMULATED OEPRECIATION 3ss| [ ( )
EQUIPMENT €0 Lo e L
LESS: ACCUMULATED CEPRECIATION 361 ( ) ( )
LEASZHOLD IMPRCVEMENTS 362 e T et
3: ACCUMULATED OEPRECIATICN 383, ) ( )
_LAND 264 . e
OTHER es| . ' Lo -
OTHER 366
TOTAL ASSETS 369

UABIUTIES & OWNER'S EQUITY

ACCCUNTS PAYABLE an SR
QTHER CURRENT UABILITIES 372) . .

*ALL LOANS FROM CFFICERS, OWNERS

AND RELATED PARTIE3 a3l T S
MORTGAGE PAYABLE aa| Gl Lo A
OTHER LONG TEAM UABIUTIES ars|. L . B R

OWNER' S EQUITY CR FUND BALANCE (UIST AFPRCPRIATE ACCOUNTS & AMCUNTS - SEE INSTRUCTIONS)

377

378 e . [ ,_

a79 - .-

TOTAL LIAB & OWNER'S EQUITY | 3s0|

“1F AMOUNTS EXCEED $10.000 ATTACH SCHEDULE SHOWING OETAILS

Page 10 ot 168

JUN 06 2001

TN#MS-94-02  Approval Date Effective Date 11114  supersedes TN#MS-92-32



KANSAS MEDICATD STATE PLAN

Attachment 4.19

+«Part I -0
Exhibit A-5
‘ Page 34
30-10-17 (34) MS-2004
PROVIDER NUMBER
SCHEDULE F BEGINNING & ENDING RESIDUAL BALANCES RECONCILIATION
BALANCE AT BEGINNING CF PERICD-UNE 377, 378 & 379, COLUMN 2 40| mmaetadien R
INCAREASES:
REVENUE PER UNE 443, COLUMN 1 4c2
INVESTMENT BY CWNER 43
TRANSFERS FRCM CENTRAL OFFICE 404
COMMCN STCCK SCLD 405
OTHER (SPECIFY) 406

COTHER (SPECIFY)

TOTAL INCREASES

DECREASES:

EXPENSES PER SCHEDULE A, UNE 215, CCLUMN 2

41

WITHCRAWAL 8Y CWNERS NCT IN SCHEZULE A

412

TRANSFERS TQ CENTRAL CFFICE 413

OIVICENDS PAID TQ STCCKHOLDERS - 414

DEPRECIATICN EXPENSE IN EXCESS CF STRAIGHT UNE 41§

OTHER (SPECIFY) 416

OTHER (SPECIFY) 417
TOTAL DECREASES

418

BALANCE AT END CF PERICD-UNE 377, 378 & 379, COLUMN 4

419}

TN#MS-94-02

JUN » e 2001

Approval Date

Page 11 of 16

Effective Date |[) {9

Supersedes TN#MS-92-32




KANSAS MEDICAID STATE PLAN Attachment 4.19D

Part I
Exhibit A-5
Pagg-j%-lt' (35) M
PROVIDER NUMBER
"“HEDULE G REVENUE STATEMENT .
- (1) REV PER ECOKS | (2) ADJUSTMENT TO | (3) UNE NUMBER
CR FED TAX EXPENSE OF RELATED
LN# RETURN ACCCUNTS EXPENSE
ARCUTINE CAILY SERVICE:
PRIVATE PAY RESICENTS 431
MEDICAID RESICENTS & PATIENT LABILITY 432
MEDICARE RESIDENTS 433
VETERAN ADMINISTRATICN RESICENTS 434
OTHER RESIDENTS (SPECIFY) 435
PHARMACY - DRUGS & MEDICATIONS o |ce
AOUTINE NURSING SUPPLIES SCLD TO PRIVATE PAY RESIDENTS| 437
REVENUE FROM MEALS SCLD TO GUESTS & EMPLOYESS 438
BEAUTY/BAREER SHCP 439
7 ENT PURCHASES/NCN RCUTINE TEMS SOLD 440
PURCHASE CISCOUNTS, AETURNS & ALLOWANCES a4
OTHER SUPPLIES SCLD - |as2
PRCGRAM RE:MBURSEMENTS & TAX CREDITS 43
INVESTMENT/INTEREST INCOME 444
VENDING MACHINE REVENUE aas
DAY CARE,/TREATMENT INCOME W6
OTHER (SPECFY) 447
OTHER (SPECIFY) 448
TOTALS 449

Page 12 01 18

JUN € 6 2001
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KANSAS MEDICAID STATE PLAN Attachment 4.19D

Part I
Exhibit A-5
- Page 36
30~-10-17 (36) Ms2o4
PROVIDER NUMBER
SCHEDULE H STATEMENT OF RELATED ADULT CARE HOME INFQRMATION .

461 | CO ANY OF THE CWNERS, RELATED PARTIES CR EMPLOYEES HAVE INTEREST, DIRECTLY OR INDIRECTLY, IN ANY OTHER ACULT
CARE HOME FACILITY LCCATED IN KANSAS (EXCZPT MINCR STCCK CWNERSHIP AS A PASSIVE INVESTMENT IN UNRELATED
PUBLIGLY HELD CORPORATICNS? ...t veneneneneannaeneneaneienenenerasaananensnenenens Oyes [Ono

IF YOUR ANSWER IS NO, DO NCT CCMPLETE THE REST CF THIS SCHESULE. BUT GC TO SCHEDULE L
IF YCUR ANSWER IS YES, LIST BELOW ALL ADULT CARE HOME FACILITIES LOCATED IN KANSAS IN WHICH AN INTEREST EXISTS OR
THAT ARE UNCER COMMCN CONTRCL OR OWNERSHIP. ATTACH SCHEDULE IF NECZSSARY.
(3) DESCRIBE RELATIONSHIP:
(1) RELATED PRCVIDER'S NAME (2) METICAID PRCVIDER #| QWNERSHIP/MANAGEMENT/DIRECTCRS

465

46

457

468

s
470
471
472
473
474
|
| 478
" 478

477

473
|
| 479
! aa0

Page 13 ot 16
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KANSAS MEDICAID STATE PLAN Attachment 4.19D

Part I
Exhibit A-5
- ' Page 37 s 2004
30-10-17 (37)
PROVIDER NUMBER
SCHEDULE | FIXED ASSET, DEPRECIATION & AMORTIZATION QUESTIONNAIRE
£S5 THE BRCVICES LEASE CR RENT ANY PART OF THE PHYSICAL FACILITY FROM ANY OTHER
BT AR DA e e e forios Oves O No
sg=] IFYES. OC ANY CWNERS CF THE FHYSICAL FACILITY HAVE AN INTEREST, DIRECTLY OR
INCIFESTLY. IN THE PROVIEER?. . . . vttt ettt e e e e e e e ee ee e e ettt ee e easenesns O yes O No
{ IF YES. PROVIDE THE CWNERSHIP INFORMATION REQUESTED BELOW. IF NO. GO TO QUESTION 483,
% CF DESCRIBE NATURE OF RELATIONSHIP WITH PRCVIDER.
NAME OF CWNESS CF PHYSICAL SACILITY CWNERSHIP IF NONE. WRITE *"NCNE"
s8s
186
487
- 188
489

IF THE OWNERS ARE OTHER THAN INCMCUALS, READ AND FCLLCW THE INSTRUCTIONS CAREFULLY CCNCERNING RECUIREMENTS FOR
COMPLEX CAPITAL STRUCTURES.

391| HAVE CCPIES CF ALL LEASE AGRESMENTS (INC_UCING AMENDMENTS) BEEN SUBMITTED WITH ves o
A PREVICUS COST REPORT?. .« .+« e v eeme e ee e e e e e et e e et eaeanann gy a
IF NO, SUBMIT COPIES OF DOCUMENTS NOT PREVIOUSLY SUBMITTED
se- ' CCES THE LEASE CONTAIN AN CFTICN TO PURCHASE THE LEASED PRCPERTY. . .oveeennn. .. OJves [J NO
$6. . IS THE PHYSICAL FACILTY CWNESD 8Y THE PROVICER?. -+ v v eveoeensmemenonensnoeeannnn CJves [Jno
483| IF OWNED, WAS THE PURCHASE AN ARMS LENGTH TRANSACTICNT. - nenenenennanennnnnnn. [CJves [Jno
- (ATTACH A STATEMENT CUTUNING DETAILS CF THE PURCHASE)
485 WAS THE STRAIGHT UNE CEFRECIATICN METHCD USED?. cu et tvteeerirenensnnnnnnenns {3 ves O w~Ne
IF NC. HAVE YCU RECALCULATED THE DESRECIATION USING THE STRAIGHT UNE METHOD AND
MACE THE APSRCPRIATE ADJUSTMENTS TO THE DEPRECIATION EXPENSE REPORTED ON THE
EXPENSE STATEMENTZ. « v v en e eeee e e e e e e e et e e Oves [ nNo
456 -— -
OID YCU ATTACH A DETAILED CEFRECIATICN SCHEDULE & WCRKING TRIAL BALANCE TO THIS
COST REPCRT . ... <t seeenteenastnsnssnnnnnsennesnnnaaeeenns TR Qs (QOno
IF NO, SUMBIT COPIES OF DOCUMENT NOW

Page 14 of 16
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KANSAS MEDICAID STATE PLAN

Attachment 4.19D
Part I
Exhibit A-5

Page 38

30-10-17 (38)

MS-20C4

PROVIDER NUMBER

SCHEDULE J EMPLOYEE TURNOVER REPORT
BEGKP‘:!)ING ¢ EMPL%'YEES EMPJ:J)YEES E.ND(ISP}G ? HOW MANY g;OM (S) ARE:
IN® SALARY CLASSIFICATION |OF EMPLOYEES HIRED TERMINATED | OF EMPLOYEES FULL-TIME PART-TIME
4597 | ADMINISTRATCR
488 | CC-ADMINISTRATCR
459 | OTHER ADMIPEATNE
S00 | PLANT OPSRATING
£01 DIETARY
£02 | LAUNCRY
£03 | HOUSEKEZRPING
504 | REGISTERED NURSES
$©s | PN
£06 | UCENSED M/H TECH ¢
S07 | AICES
S08 | PHYSICAL THERAPIST
509 | SPEZCH THERAPIST
510 | OCTUPATICNAL THERAPIST B
511 RESFPIRATCRY THERAPIST
12 | PSYCH THERAPIST
513 | REZREATION THERAPIST
S14 | FESICENT ACTMTY
515 | SCCAL WCRKER
516 | MEDICAL RECTRDS
517 | CTHER HEALTH CARE
TOTAL

518

ALL CLASSIFICATION

ATTENTION

COMPLETE THE COST REPORT ACCORDING TO THE INSTRUCTIONS AND ATTACH REQUIRED DOCUMENTS.
1. HAS THE REPCRT 8EZN SIGNED 8Y THE CWNER/AUTHORIZED AGENT AND THE PREPARER?

2. ARE ALL COST REPORTS SCHEDULES COMPLETE?.

3. ARE TWO (2) CCPIES CF THE COMPLETED COST REPORT AND ONE COPY OF THE AU-3902 (CENSUS SHEEST) BEING SUBMITTED?
4. ARE THE FOLLCWING CCCUMENTS ATTACHED TO THE COST REPCRT, IF APPUCABLE?

(a)
®)
(e)
()
(o)
0

©)
u]]

TRIAL BALANCZ USED TO PREPARE THE COST REPORT

DEPRECIATICN SCHEDULE

CENTRAL CFFICE COSTS AND ALLOCATION SCHEDULES

LOAN AGREEMENTS AND AMORTIZATION SCHEDULES (FCR LOANS OF $5,000 AND MORE)

CURRENT MANAGMENT CONSULTANT AGREEMENT

CENSUS SHEETS (AU-3902)

LEVEL OF CARE CHARGE SCHEDULES

SCHEDULE OF LOANS FROM OFFICERS. QWNERS AND RELATED PARTIES (FOR

LOANS IN EXCESS OF $10.000)

0 000omao

TN#MS-94-02

JUN 66 2001

Approval Date
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